National health insurance scheme has been used as a strategy to address health inequalities in Ghana in the past ten years. In ensuring all inclusive governance, the government has instituted a system which aims at bringing together various actors at all levels of government. However, little is known about the challenges involved in such multi-level and multi-actor system. In order to open this 'black box', we explored the views of those involved at the district levels to understand the challenges that are associated with this system of governance. We used face-to-face interviews and document review. The study area was Bosumtwi District and the sample size was 25 stakeholders. Data were recorded and later analysed. The findings of the study revealed some challenges which include: working with different set of stakeholders with incompatible interests and divergent goals; the existence of power differentials; limited opportunities for various stakeholders at lower levels to make independent decisions and finally, the problem of coordinated action. It was concluded that while the system is a laudable idea, it would be better if such system helps to bring various actors to existing hierarchical and state-centric apparatuses so as to enhance better coordination of ideas.
INTRODUCTION
In recent times, the traditional government structures, often characterised by strong national states and mostly a vertical structure of decision-making has been transformed by globalization. The transformation is informed by the governance system designed for the past period that has been found to be merely not sufficient for the multifaceted challenges of our contemporary economy and society. Accordingly, for the past twenty years, various governments around the globe have come to believe that the knowledge and skills advancement must be in a state of constant collaboration if governments want to deal with the challenges of the twenty-first century that confront them (Cortada et al. 2008 ). In the light of this, National policies should no longer be considered without the inclusion of others. In this way, while a number of independent policy programmes are formulated at the central level, the task for the design and implementation of policy initiatives is more and more entrusted to other levels, both downwards (regional and community) and outwards (market, civil society) ( Smith, 2007) . Not surprisingly, the policy arena has become more complicated and disjointed as an entire array of establishments and associations have become part of the process of governance. This implies that the national government cannot carry out its national responsibilities all by itself without bringing on board other stakeholders (MacCallion 2007) . From the point of view of Khan (2012), the socio-political direction has altered from a hierarchical one, with rules and governmental policy instruments, to a more horizontally defined, exemplified by collaboration and dialogue between actors. Thus, in making policy outcomes more efficient and sustainable, institutions within the political arena have become more reliant on other societal actors and international organisations. The implication here is that the way decisions are made supported by policy tools often depend on partnership and open discussions with actors not only in public but also in the private sectors.
Implicitly, it can be argued that the public policy makers have come to accept that addressing difficult social problems and accomplishing results that are relevant to the community would require the coming together of various actors from not only the public sector but also the private as well. As a result, multi-level and multi-actor governance which is a fresh type of governance has surfaced in all sectors to take over the existing adversarial and administrative kinds of policy making and execution (Tasan-Kok, &Vranken, 2011) .Thus, as governments have come to acknowledge their constraints in solving complex and difficult social problems on their own, the belief that the 'future belongs to those who collaborate' (Economist Intelligence Unit 2007:4), has led to the growth of a multi-level and actor approaches in the wider public and human services arenas which is expected to enhance the working together of a variety of actors (Ansell & Gash 2008) . This means that governance can no more be considered as government but now it entails flexible action and authority dispersed broadly in society (Innes and Booher, 2003) . Putting this system into practice, various governments have decided to involve other actors within non-government sector such as private firms, the media, philanthropies, community organisations and a variety of non-governmental organisations (NGOs) in the delivery of services as well as the formulation and planning of policies. In essence, currently, governments have been enthralled in higher degrees of both vertical and horizontal collaborations by redefining "themselves as 'facilitators' engaged in 'value chains' and working through markets, rather than autarkic 'doers' who owned, operated and produced things themselves" (O'Flynn and Wanna 2008: 6 ) . In simple terms, what can be said is that rather than making efforts to attain goals that emanate from a top-down influence, members accomplish intended results in a more bottom-up way, due to reflections and their own choice of plan. This means that it is no longer the experts alone that play a direct role in assisting to steer decentralized decision-making, rather it is the contributions and support of citizens that help to find the achievement of policy goals.
Considering this new development in governance in Ghana, it can be noted that over the last decade, there has been a development of fresh networks of actors and strategies at the different levels in the arena of policy decision making process in various sectors, especially in the area of health care service. Historically, Ghana's health care policy has been in the hands of the central government with the main policy decisions taken within policy networks operating at the central government level. This political landscape seemed to have changed. In this sector, as a reaction to the failures of downstream execution and to the high cost and politicisation of public policy directives, government of Ghana has implemented collaborative governance which involved various actors at various levels with the aim of improving the quality of care (Owusu et al., 2013) .
With this system, although the central government still preserves substantial powers over policy, there has been some transference to the various levels (regional, district and community). At each level, business and non-governmental actors have become part of political players who contribute in developing sustainable health policy strategies in terms of formulation, implementation and monitoring, and evaluation (Owusu, 2014) . Usually, the actors involved work across levels which typify the kind of multi-level governance system existing in the policy arena in the country. The National Health Insurance Scheme (NHIS) is an example of a service area where an attempt has been made to improve its service provision by extending the number of the actors involved in policy development and delivery at various levels (MOH Annual report, 2010) . Explicitly, the architect of the NHIS has made a conscious effort of inclusion and collaborative action across a number of spheres of influence and layers of service operation and decision making. However, while this offers an important case study for multi-level and multi-actor governance, the understanding of the challenges involved is lacking. So far, the literature portrays no empirical evidence that could help us to better understand the challenges involved in such complex governance. It is on this basis that this study is conducted.
The paper aims at exploring the challenges involved in multi-level and multiactor governance of NHIS in Ghana from the perspectives of the various actors.
Apparently, being the first of its kind, this article will help in filling the knowledge gap in the literature on multi-level and multi-actor governance arrangements and the challenges involved in Ghana in the context of NHIS. Thus, through this study, it is expected that not only will our knowledge in such governance be enhanced but it will also help us to understand more about the true nature of the challenges that are inherent in the novel governance system.
In achieving this goal, the rest of the paper will be as follows: drawing on the existing literature, the second section explains the concept of multi-level and multiactor governance followed by the operation of National Heal Insurance Scheme in Ghana. The third section discusses the research method used to conduct the study.
The fourth section concentrates on the study findings discussions and conclusion occupying the final two sections.
LITERATURE REVIEW

2.1, The concept of multi-level governance
From the perspectives of Tasan-Kok and Jan Vranken (2011) multi-level governance (MLG) can be defined as:
"arrangement for making binding decisions that engages a multiplicity of politically independent but otherwise interdependent actorsprivate and public -at different levels of territorial aggregation in more-or-less continuous negotiation/deliberation/implementation, that does not assign exclusively policy competence or assert a stable hierarchy of political authority to any levels". (p.6) This implies that MLG concentrates on the diffusion of governance across several authorities, such that numerous stakeholders at dissimilar levels are involved in decision-making (Hooghe & Marks, 2002) . Bache and Flinders (2005) opine that the main characteristic of MLG is that there is a "dispersion of central government authority both vertically to actors located at other territorial levels, and horizontally, to non state-actors" (p. 4). However, as argued by Bevir (2009) In effect, it can be stated that at the core of the MLG agenda is the fact that in a growing number of policy arenas, there is no particular actor that has complete competence. This assertion is supported by Marks et al, (1998) who argue that 'the point of departure for the multi-level governance approach is the existence of overlapping competencies among multiple levels of government ' (p: 41) . This argument is actually true when it comes to decision making process where competencies can be considered as a shared property amongst a multiplicity of actors located at various territorial levels, rather than dominated by central governments (Hooghe & Marks, 2001 ).This does not mean to say that the central government is no more the commanding actor. Instead, it is not the only actor that has the sole control over the national policy making process. Therefore, whereas the state executives can be seen to be powerful, they are not the only one amongst a number of actors, for example, in the Ghanaian polity. In the context of a bottom-up perspective as it is in NHIS in Ghana, this state of affairs demands synchronization of the activities of various actors. In a way, MLG can be seen as a mechanism to improve the understanding of decision-making.
Based on the ideas of t'Veld and Roland (2011), MLG can be seen as an approach essentially meant to be used for system of government that has the probability of being hierarchical, market and network governance. This is because it helps to bring a combination of "reasoning, knowledge, responsibility, awareness, engagement and action" (Szydarowski & Tallberg, 2013, p.4) . However, Peter and Pierre (2004) caution that the multi-level governance might make democratic values fragile and with less possibility of sustaining it in terms of the decision-making.
2.2, Multi-actor governance (MAG)
According to Bache and Flinders, (2004) , multi-actor governance (MAG) is the situation where a number of public and community actors belonging to diverse decision levels and at the same time are joined together through cooperative relationships and collaborative actions come together to plan, design and execute public policies. The idea here is that a multi-actor governance (MAG) approach accepts non-governmental actors to take diverse steering initiatives through formal and informal exchanges and networks in collaborative systems (Vermeesch et al. 2013. p.2).
In the context of this study, these non-state actors include non-commercially orientated NGOs, profit-making organisations like both the Christian and individual hospitals who are health care providers, pharmacies and communities. These non-state actors stand for a range of interests and discourses with their activities happening at various levels, varying from local to national. These actors, according to Keck and Sikkink (1999) are ''political entrepreneurs'' who are significant players that execute diverse roles, including information sharing; capacity building and implementation; and rule setting (Andonova et al., 2009) . In essence, non-state actors play different roles across the entire policy spectrum, starting from formulation through influencing policy makers to taking action that is free from the interference of the states (Nasiritousi, Hjerpe & Linner 2014) .
2.3, The National Health Insurance Scheme in Ghana (NHIS)
Historically, the current NHIS, which has become a modern health care financing in Ghana, has gone through different changes over the decade. For example, while in the pre-independence era, there were largely out-of-pocket payments (Arhinful 2003) , post independence period ushered Ghanaians into "free health care for all" policy (Ghana Health Service, 2009). For Private sector health services, out-of-pocket fees at a point of service usage were charged (Agyepong & Adjei, 2008) . With this system while the financial aims of cash and carry system were achieved there werestern inequities in financial access to basic and essential clinical services (Waddington & Enyimayew 1990: 287-312) . Challenges within the health sector prompted some health care facilities, mainly mission hospitals, to introduce insurance schemes Having identified the problems faced by Ghanaians, especially those in the poor rural communities to access health care, the Government of Ghana, commissioned various studies into alternative health financing, principally insurancebased in an effort to ensure equitable accessibility to health care in the country.
Consequently, the NHIS bill was passed into law in 2003, which gave birth to NHIS with the aim of offering health care financing alternatives that guarantee that the bigger society benefit from the scheme which takes away the existing up-front payments and instills confidence in the health system. Thus the insurance was considered as a private or public system of protection against the losses owing to medical expenses (NHIA, 2008) . It is based on the principle of pooling of risk, and therefore, the redistribution of financial resources from the segment of a community that does not incur high health care cost to those segments of the community that cannot afford the costs involved in attending hospitals (NHIA, 2008) .
In terms of governance the scheme is hierarchically organized and horizontally diverse. It is governed by a 16-member Council drawn from various stakeholder organisations (MOH, 2014 Annual Report). Functionally, similar to its mother organisation, the Ghana Health Service, the NHIS is organised at five levels: national, regional, district, sub-district and community. The national level is the head of the scheme which formulates and oversees the implementation of the scheme's policy strategies. The regional level is only a coordinating body acting as a bridge between the national and the district levels. The District level is the implementer of policy strategies and it has been sub-divided into towns and communities. At the lower level, the coordinating body is the health insurance committee with five committee members. Thus, to ensure accountability to stakeholders, NHIS is decentralised to the regional and district levels (NHIS, 2003 ACT 650) .
From the NHIS ACT 650, it can be noted that although the structure has multi-level character with a centralised administrative system, the decentralisation of the government and health sector reform which allow the participation of the lowest level, services are now integrated from the national level to regions, districts, subdistricts and communities. This has also led to the involvement of multi-actors which include the private individuals who are providers, the NGOs and other providers from the various faith-based organisations essentially from the Christian Health Association of Ghana (CHAG) who is part of a non-governmental organisation that brings together churches that offer health services (MOH, 2014) .
From the literature, it can be argued that there is a multi-level and multi-actor governance arrangement which has the potential to create a number of challenges. In this paper, these challenges are explored from the perspectives of the actors involved in the governance for NHIS in Ghana.
RESEARCH METHODS
With the intention to have an in-depth understanding of the problem, a qualitative method was employed. To this end, face-to-face semi-structured interviews were used to collect data. The data were collected from August 2015 to October 2015 in the selected area in Ghana.
3.1, The study area
The study was conducted in the Ashanti Region of Ghana at the Bosumtwi District which is one of the 138 districts in Ghana at the moment. The rationale for selecting this district was based on realistic considerations. One of such consideration was the easy accessibility to the background information. Secondly, the reseachers' knowledge and ability to speak the local language, as well as the friendly research network that was available to fall on during the study was a contributing factor. Thus, the chances of having the potential respondents' assistance from the NHIS policy actors and the communities in that district were relatively higher than most of the districts within the region.
3.2, The size of the study population
The number of people interviewed was 25. The first 14 interviewees were chosen from the DHIS centre at the district head office which included 8 senior and6 junior policy administrative actors. With regards to the providers, 5 health workers were interviewed at the faith-based hospital, St. Michael's Hospital at Jachie-Pramso and 2 Private healthcare providers were also selected. Finally 4 committee members of NHIS from the community were also interviewed.
3.3, Data Collection Method
The research data was collected through the use of semi-structured interviews.
Various groups of interviewees who were considered as stakeholders and had good knowledge about the NHIS at the District level were purposively selected and were interviewed.
Interviews lasted between 30 and 45 minutes. For the sake of confidentiality, the names of the interviewees were obscured and as such numbers 1-25 representing the interviewees were employed.
During the interview, interviewees' responses were audio-taped and at the same time notes were instantly taken after spending time with the interviewees. In the course of the exercise of writing up of field notes, attention was paid to "who" the actors were and the meanings of the statements made in the context of the setting.
In the analyses, besides the use of the field notes, the entire data that was audio-taped was transcribed and examined for the various themes that emerged. These emerged themes were put into a number of categories and are discussed below.
3.4, Data Analytical Tool
In analyzing our interview data we employed constant comparison analysis (CCA) propounded by Glaser and Strauss (1967) . CCA was deemed appropriate for this research because we were interested in utilizing the entire dataset to identify underlying themes revealed through the data, which is a tenet of CCA (Leech and Onwueguzie, 2007) . As an important tenet of CCA, the authors read through the entire data after which we grouped the data into smaller meaningful parts by labelling data into disruptive titles. Texts or narrations as provided by interviewees were therefore sorted, and grouped under each title or theme to reveal how the sets of texts supported or revealed the relevance of the themes to help achieve the research objective.
Although CCA was oringinally developed to analyse data that were collected over multiple rounds (Charmaz, 2000) , the analytical tool has since been modified to suit analysis of data collected in one round (Leech and Onwuegbuzie, 2007) as in the case of our research. In all, we developed four themes or titles, under which we presented (similar) texts to support or strengthen the themes, leading to their descriptive validity or accuracy.
PRESENTATION OF FINDINGS
The study outcomes portrayed various challenges that were considered to be involved in the multi-level and multi-actor governance of national health insurance scheme in the district. These challenges are discussed in details below.
4.1, Working with different set of stakeholders with incompatible interests and divergent goals
From the interview it was discovered that one major challenge facing the scheme is the problem of working with different sets of stakeholders with irreconcilable differences in the interests and goals. The fact of the matter is that the goals of the stakeholders who are from the private sector are not the same as those from the third sector (i.e, the NGOs) as well as the public sector which is the state. It was revealed that while the private sector aims at sustaining their profits and getting value for their products, the goal of the NGOs and the state has been to deliver services devoid of profits to the general public. This was evident in the narration below as provided by a policy actor This incompatibility of stakeholders was assigned by other participants that the fact that both public and private sector were not looking at issues in the same way meant that both would always have difficulties in arriving at the same conclusion. The two quotation below justify this "We those in the private sector will always seek for our The above arguments clearly depict that with the disparities in interests and goals between private and public sector stakeholders, achieving consensus in such multi-actor scheme will be difficult as in the case of NHIS. The underlying reason for this outcome as argued by Moulaert et al. (2001) is that to make compromises and to compare interests consume much longer time and energy and therefore economically costly to individual policy actors. This situation re-enacts a difficulty when it comes to the need to stress on social advancement as a result of poor provision of services as such demand produces conflict between the public and private sector actors because it is an agenda that is not often found in the private sector. This argument is supported by one actor who stated that:
"goals differences render the entire governance process really problematic because it is not easy to keep the various actors focused on the key issue that needs to be addressed.(Participant
20)
The idea expressed in the above quotation suggests that ensuring commitment from all important stakeholders and sector diversity will not be easy since some of the organizations involved in the multi-actor governance have the motive of satisfying their shareholders by making profits while others only consider the welfare of the citizens. Such disparities are likely to limit the capacity and willingness to invest resources, particularly time and dedicated staff in the governance process. This has important implications for the attainment of an effective coordination and collaboration among the actors. This suggests there should be synergy building to balance the opposing demands of the actors which collaborates the view of Saavedra, and Knox-Clarke (2015) that there are trade-off that needs to be made for vigorously engaging coordination and responding to immediate needs which have an effect on priorities.
4.2, The existence of power differentials
Another challenge that was perceived to be prevailing was power differential that exists among the stake holders. According to the views shared by most of the interviewees although ground-level relations amongst staff and community appeared to be objectively acceptable, characterised by trust, there is still the problem associated with the hierarchical nature of the governance. Most interviewees argued that there has been existence of power-relations gap among those at the community level and those at the district, regional and national levels. According to one actor, "while relationship among stakeholders is good, making a decision based on the recommendations from the superiors often cause problems. It creates distrust and a situation where most of us do not feel part of the decision making process" (Participant 19) Another actor expressed similar concern by arguing that "the differences in power possession within the system seems to suggest that those of us who are at the bottom level are to conform to the decisions of our superiors at the higher levels.
This does not augur well for mutual respect"(p17)
From the above assertion, it can be said that multi-actor working has not been a problem per se at the lower level, but the multi-level system is creating problems of cordiality and better collaboration that need to be addressed. Thus, the strong argument against the very idea of working closely together cannot be seen in the context of multi-actor governance system alone, but the existence of major power disparities which exist between different actors at the various levels of governance. This argument was supported by the argument made by one actor who asserted that… " We have a system which makes it possible for those who are weak to work and interact with those who are more powerful than they are when it comes to decision making. In that circumstance there is a potential danger that those less powerful ones will be obliged to give
concession on their goals, values and beliefs….And this is what is happening, community members and maybe NGOs usually have to give in to the wishes of those at the top of the decision-making ladder. This is not sustainable"(Participant 15).
The idea inherent in the above quotation depicts that most of the interviewees are concerned about the power structure that exists in the multi-actor and multi-level governance. Although the efforts of the local-level communication could be appreciated, the responses of the interviewees demonstrated that there has been a lack of in-depth communication from all sides, especially regarding tactical deliberations.
4.3, Limited opportunities for various stakeholders at lower levels to make independent decisions
Another challenge identified in the multi-level and multi-actor health governance was lack of opportunities for various stakeholders to make independent decisions causing potential risk of various stakeholders losing their unique dispositions. This challenge was revealed in the following:
"We all think the same because we accept everything that is said by those at the higher positions. We hardly challenge anything that is said by our superiors because we have no means to do so. Decision is mostly from one source and we are not given enough space to make contributions. In this way, we lose our identity and creativity. Such system often defeats the very purpose of standing in for the community" (Participant 13)
The idea here is that individual actors at the lower levels often lose their independence in their thinking since they are detached from their own beliefs and values. This happens because there is a limited opportunity for them to bring out their own ideas. Thus, whereas uniformity has the potential to intensify policy effectiveness, it can also reduce proper discussion, choices and advancement, and eventually sow the seed of a form of system-wide 'group think' which can be ineffective (Saavedra, and Knox-Clarke, 2015) This lack of practical space for diverse actors to operate, is also expressed as follows:
"It creates confusion thereby making the whole idea of having many actors working together not beneficial. In fact, such governance cannot be said to be a perfect system that can enhance clearness, accountability and democracy" (Participant 8) In this way, it can be said that while multi-level and actor governance can be critical in many situations, it does not allow those at the lower levels to have the chance to work in an impartial and autonomous way. Consequently, any attempt to prioritise issues will also lead to relegation of those at the lower levels' priorities to the background.
4.4, The problem of coordinated action
The final challenge perceived to be inherent in multi-level and multi-actor governance is the problem of coordination. On this issue it was realised that the participation of a number of actors promotes difficulties which requires co-ordination The problem of lack of coordination re-enacts a problem of uncertainty due to lack of control over what discussion to make and when to make it. This is revealed with the narration below:
" Implicitly, what the above quotations suggest is that the governance system which involves several actors at various levels often brings about disjointed decisionmaking and uncertainty over such decision should be taken which do not augur well for a harmonised action. Also the disintegration of responsibilities among stakeholders due to the nature of the system leads to lack of coordinated action. The fact is that because most of these stakeholders are from various organisations, there is no motivation to share a common vision and as such the parties involved do not ensure stability and interconnectivity in their plans that will enhance better progress of the scheme
IMPLICATIONS OF FINDINGS
The qualitative data coded and presented with the previous section has revealed mainly perceived challenges involved in multi-level and multi-actor governance. These challenges from our findings include the problem of working with different set of stakeholders with incompatible interests and divergent goals; the existence of power differentials; lack of opportunity for various stakeholders to make independent decisions and finally, the problem of coordinated action These challenges demonstrate that while multi-level and multi-actor can be a good system which can enhance collaborative management, according to Harman, (2010) , its highly centralised nature of decision-making makes it a state-centric, hierarchical form of organization which is built on a division of disproportionate power sharing. The study result has revealed that the creation of power in multi-level and multi-actor governance perpetuate the restriction of those at the lower levels' power in terms of agenda-setting and decision-making particularly the communities.
This restriction also leads to lack of coordination amongst the actors. This phenomenon is one of the actual challenges of multi-level governance. There seems to be no ground-level communication causing lack of participation of the major players at the lower levels in the decision making process.
However, putting the central government at the core of multi-level and multiactor health governance, according to Harman (2010) paves way for a re-enforcement of the 'blame the state' (p.4) way of thinking. This means that there is always a general wrong perception about the central government that has to be blamed for any unsuccessful programme because the central state is charged with the task of coordinating affairs with the other important players such as the private, nongovernmental and the communities. In any case, this kind of challenges cannot be seen to be a problem considering the nature of the culture that we have in Ghana.
Based on Hofstede and Hofstede (2005) , culture in Ghana can be characterized by high power distance with the most frequently employed management approach being an autocratic one i.e. high power distance. In this situation, both the managers and the subordinates regard each other as existentially not the same, which results in broad approval of the discernible sign of the status (pp. 55-56). Thus, the cultural context plays a significant function in a decision making process in Ghana which makes the superior the person who more usually formulate decisions without those at the lower level taking part while the exact orders are given to those at the lower rank as to how decisions are to be executed (Hofstede 2000) . In the case of NHIS scheme, the task for decision making is seen to be in the hands of those employees at the higher levels, specifically those at the national levels. This should be tolerated by those at the lower level because in Ghana such power imbalance can not only be accepted but also considered as something normal. Moreover, in Ghana subordinates are afraid of punishment should they refuse to agree with those at the management position's decision. We therefore speculate that the challenges that confront the multi-level and multi-actor governance system of NHIS are not easy to be addressed, particularly considering the culture of Ghana. In this sense for those identified challenges to be dealt with, there is the need for cultural change which can ultimately change the way we accept those problems.
CONCLUSION
This study has produced important insight into the challenges involved in the multi-level and multi-actor governance system of NHIS, which makes our research objectives achievable to larger extent. The study results indicate that while the system could be seen to be a mechanism to bring on board many stakeholders which can be seen to be a laudable idea, there are several challenges that have been perceived to be associated with the system. In effect, the system of multi-level and multi-actor health governance offers a difficulty for the governance of NHIS as against its expected solution of the problem of health care provision in Ghana. This assertion is based on:
the working together of different set of stakeholders with incompatible interests and divergent goals; the existence of power distance; lack of opportunity for various stakeholders to make independent decisions and finally, the problem of coordinated action. These challenges have come about as a result of the system's centralised and hierarchical nature. Though there is room for creativity in sharing ideas it is within a narrow structure defined by those at the higher level. Therefore the system fails to provide an opportunity for broader participation of those at the lower levels which appears to be embedding practices of bad governance characterized by uncertain decision-making process, unclear separation of power, and stakeholders' perfect participation and accountability deficiency. Consequently this type of governance has significant impact on most of the programmes and structures in which NHIS governance become executed.
In a nutshell, it can be said that while the multi-level and multi-actor governance of NHIS offer another good way of governing it does have its own challenges. it is our belief that, ideally, it would be better if such system helps to bring local communities and the private sector to existing hierarchical, state-centric apparatuses of encouraging laissez-faire democracy which can enhance better coordination of ideas. This suggested type of governance will go a long way to minimise the mentality of always accusing the state for the failure of health management system since the community groups and private individuals will also be accountable to any failure that will occur. 
